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The findings end conclusions of any investigation
by the Heaith Division shall not be construed as -
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any perty under applicable federal,
state, or local laws. '

This Statement of Deficiencies was generated s
a result of an annual State Licensure survey
conducted in your facillty on 3/25/09. The facility
received an annual survey grade of B. This
State Licensure survey Was conducted by the
authority of NRS 449.150, Powers of the Health
Division.

The facility is licensad for 128 Residential Facility
for Group beds for elderly and disabled person
andfor persons with menta! ilness. The census
at the time of the survay was 128. Twenty-Six
resident files were reviewed and 11 emplgyae
files were reviewed, One discharged resident file
was reviewed.

The following deficie'ncies were [dentified:

Y 178| 449,209(5) Health and Sanitation-Maintain ¥ 178
gs=D | INWVEXt :

NAC 449.209

5. The administrator of a residential facility shall
ensure that the premises are clean and that the
interior, exterior and landscaping of the facility
are well maintained.

This RULE: is not met 8s evidenced by. \
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Based on observation, intarview and record
review on 3/25/09, the facility failed to ensure
damage to the ceilings in 11 of 68 rasident
rooms were repaired after leaks in the facility’s
roof were repaired (Resident room #208, #211,
#212, #2143, #218,#217, ¥218, #223, #2217, #228
and #229).

Severity: 2 Scope: 1

v 223\ 449.213(3} Laundry-Linen - Equipment, Venting Y 223
S§=F

NAC 448.213

3. The laundry roomin a cesidential facility must
pe situated in an area which is separate from an
area where food is stored, prepared of served.
The laundry must be adequate in size for the
needs of the facillty and maintained in a sanitary
manner. The laundry room must contain at least
one washer and at least one dryer. Allthe
equipment must be kept in good repair, All
dryers must be ventilated to outside the building.
If a washer or dryer is located outside the
residential faciiity, the washer or dryer must be in
a room or enclosure.

This RULE: is not met as gvidenced by.

Based on observation and interviews on 3/25/09,
2 of 2 washing machines in the laundry area
used by. steff and residents did nat function
properly ona consistent basis, the celling -
exhaust fan was unplugged and did not work,
and a door to a storage cabinet located over the
dryer was detached from the cabinet and stored
with haif the door protruding off the top of the
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v 258 | 449.217(8)(@)(b) Permits - Comply with NAC 446 | ¥ 2858 LA j
§S=F ,/fL v
NAG 449,217 ’
6. A residential facility with more than 10
residents must:
(8) Comply with the standards prescribed in
chapter 446 of NAC.
(b) Obtain the necessary permits from the
Bureau of Health Protection Services of the
Division.
This RULE: is not met as evidenced by:
Based on observation and intarview on 3/25/08, N
the facility failed to ensure: . ¢ '/ZW"
-potentially hazardous foods were stored at 40 ‘FM ‘ Wy
degrees Farenheit (F) of less in the cook's A ? "57; Zzal7Al ~
reach-in refrigerator; L : Sty dore ﬁ,} , ¢~/ 4 2
- raw eggs were stored below {he milk in the “ ’ Y, 3 5 20 0%
walk-in refrigerator, un-washed raw vegetables ] ' p
were stored below containers of soup and food
products were not store in the dishroom to
prevent cross-contamination; Dorr i) ories @7{4‘4‘4—/ .
- the door gaskets on the walk-in refrigerator, the Y WYY Lo9) 7ol #2857 7 2
walk-in freezer and the reach-in refrigerator on oy { der PO 4.5 —07
the cooks line were in good condition; . — prdared,
-1he metal racks in the cook's line reach-in 2 Lee! il s ""“ér‘z;‘ ~ j
W/&Ay ; -m |¢ V7
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refrigerator were not ruated;
- the kitchen floors were clean especially under

Y 265

%ﬂﬂzawf(ﬂwm)m

e Y

and behind equipment, and there was notan

- the can opener and the juice gun were clean;
replaced as they can notbe cleaned properly;
the floor on approved racks;

. tile ficors on the cook’s line and the dishroom
were not damaged;

in good repair;

- there were no base cove files missing on the

kept clean.
Severity: 2 Scope: 3

Y 936
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449 2749(1)(e) Resident fie

NAC 448.2749
1. A separate file must be maintained for each

least & years after he permanently leaves the
that is resistant to fire and ie protected against
unauthorized use. The file must contain all
records, letters, assessments, medical

the resident, including without limitation:
chapter 441A of NRS and the reguiations
adopted pursuant theretn.

This RULE: is not met as evidencad by:

Based on record review an 3/25/09, the facility
failed to ensure the read date of tuberculosis

accumulation of refuse behind the ice machine;
- womn cutting boards with rough surfaces were

- an open case of styrofoam cups were stored off

- the floor and walls in the mop room were kept

wall below the reach-in pass-through doors; and
- the garbage cans and lids in the kitchen weare

resident of a residential facility and retained for at

facility. The file must be kept locked in a place

information and any other information related t0

(e) Evidence of compliance with the provisions of
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(TB) tests on 11 of 28 residents were record in A ftre Aot itrrent
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